American Indians and Alaska Natives have long held a state-conferred right to health, yet Indigenous communities across the United States continue to experience significant health and health care disparities. In this paper we posit two contributing factors: socialization for scarcity in tribal health care, and a slowness among health workers and allied health and social scientists to make explicit and convincing linkages between social determinants of health and human rights. We then summarize one attempt to align tribal health care delivery in the Alaskan Arctic with a rights-based approach, highlighting both the role of social and structural determinants as causes of health disparities and the role of social and structural interventions in local efforts to chart a future of equal health for our home.
Introduction
American Indians and Alaska Natives (AIAN) were among the first global citizens to hold an unambiguous state-conferred right to health. 1 Yet the burden of disease in AIAN communities remains staggering, and the language of rights, trust, and treaty has only at length begun to galvanize the political will necessary to drive parity in tribal health care appropriations, delivery, and outcomes. 2 In this paper we posit two contributing factors: socialization for scarcity in tribal health care, and a slowness among health workers and allied health and social scientists to make explicit and convincing linkages between social determinants of health and human rights. Broader strategic participation among tribal entities and advocates in the right to health movement may serve to buttress action to address both problems. Conversely, AIAN health organizations, tribes, and activists have much to offer the global movement toward health as a human right.
The paper then summarizes one attempt to align tribal health care delivery in the Alaskan Arctic with a rights-based approach, highlighting both the role of social and structural determinants as causes of health disparities and the role of social and structural interventions in local efforts to chart a future of equal health for our home. The Maniilaq Social Medicine Program (SMP) is a center for health care innovation in Northwest Alaska working with regional, state, and national partners to build systems of care around the principles of health as a human right, social determinants as primary drivers of health, and social medicine as a key framework for realizing the AIAN right to health. SMP houses a clinical staff tasked with linking tribal government and social services to the regional primary care system; education programs designed to promote biosocial analysis of health and health care delivery; a tribally governed research division working at the intersection of social science and medicine; clinical partnerships with an academic medical center to address staffing and complex care challenges; and a policy advocacy mission to partner with regional stakeholders to advocate for policies that advance Alaska Native cultural, economic, health, and social rights. The paper concludes by highlighting strategies that other Native communities, governments, and health systems may find useful in forwarding the AIAN right to health.
Trust and treaty establish the American Indian and Alaska Native right to health American Indians and Alaska Natives have long held a state-conferred right to health. 3 Beginning in the early 19 th century, a trust relationship and numerous treaties with the United States government-alongside case law, American Indian activism and advocacy, and various executive orders and acts by Congress-have progressively defined and incrementally strived to realize this right, though complex and competing agendas often saw these obligations subverted, ignored, or otherwise failed. 4 An 1832 Supreme Court case defined the federal government's trust relationship with Indian nations and consequent responsibility for the care and protection of American Indians, with the first Congressional appropriations specifically for health care made the same year.
5 By 1849, Indian health was transferred to the purview of civilian law from the War Department to the Department of the Interior.
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Over the coming half-century, meager appropriations for American Indian health care allowed the establishment (and subsequent termination) of a medical division within the Bureau of Indian Affairs, as well as piecemeal programs directed, under different agendas and administrations, at varied combinations of assimilation, containment, care delivery, extirpation, education, political domination, and tribal sovereignty. 7 Finally, in 1921, the Snyder Act provided a clear and formal mandate for expenditures related to the "conservation of health" in American Indian communities, with ongoing appropriations for the "benefit, care, and assistance of the Indians throughout the United States."
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The post-Second World War years witnessed an acceleration of federal AIAN health policy efforts and tribal advocacy and activism. As "the highest attainable standard of health" became preamble to the World Health Organization (WHO) constitution in 1946, and as the United Nations adopted the Universal Declaration of Human Rights two years later, an era of progressive change began in Indian health policy. 9 Following the transfer of responsibility from the Bureau of Indian Affairs to the Public Health Service in 1954 and the formation of the Indian Health Service in 1955, a level of political organization was accomplished which, through the Indian Self-Determination and Education Assistance Act of 1975, transformed into the progressive right of tribes to directly administer health services under contracts with the Indian Health Service.
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The following year, the Indian Health Care Improvement Act boldly promised "all proper care and protection" to "ensure the highest possible health status" for tribal members-unequivocal statements pre-empting the call for universal primary care at Alma Ata by two years, and prophetizing still-unfolding elements of the contemporary right to health movement. 11 In the four decades following the formation of the Indian Health Service, AIAN life expectancy increased by nearly 15 years. 12 Despite these successes, significant health care disparities persist across AIAN communities. 13 Per capita expenditures for AIAN health services remain less than half those for the US population as a whole.
14 More local challenges, including health professional shortages and attrition, continue to plague AIAN health organizations, which tend also to be rural or remote-areas already prone to staffing shortages and poor access to specialty care. 15 Finally, the complexity of organizing culturally safe, accessible, and effective care systems in communities where colonialism remains an ongoing structural force-and health care one of its most noteworthy tools-remains a further challenge. 16 This issue tracks a broader tension at the heart of global health, perhaps near its most visible in the context of American welfare colonialism in Native communities, between medicine as a social practice and political tool, and health care as an unequivocal human right. 17 Though important gains have been made since the advent of the Indian Health Service, there remains a long road ahead. 18 In the following sections, we posit two related factors contributing to the persistence of inequities in AIAN health and care delivery: socialization for scarcity in AIAN health systems, and a slowness among health workers and allied health and social scientists to make explicit and convincing linkages between social determinants and the right to health. Broader strategic participation among tribal entities and advocates in the global right to health movement may serve to buttress action to address both problems.
Health professionals, policy workers, and community stakeholders are socialized for scarcity in American Indian and Alaska Native health care AIAN health disparities have become an entrenched fixture of the American social imaginary; that is, much to the detriment of tribal health care, they have become normalized. 19 Matters of Indian health have historically entered public consciousness in patterned ways, from the overtly racist (for example, in portrayals of AIAN life in film) to the seemingly necessary (for example, in health disparities research meant to galvanize policy action). 20 While recent decades have seen a proliferation of more nuanced and varied media portrayals through local activism, AIAN journalism, research focused on community strengths and resilience, and greater autonomy in the production of public narratives in Native communities, it appears true that Americans in general-and perhaps health workers in particular-expect Indigenous people, far more than others, to be sick. Paul Farmer's concept of 'socialization for scarcity' is familiar to many working at the intersection of health and human rights. Socialization for scarcity indexes how limited health resources for the socially marginalized are normalized in a global health policy and care delivery. The concept points to the widespread narrative that (presumably) inherent resource scarcity translates to a lower standard of care for the world's poor. 21 Socialization for scarcity frames a calculus of health resources, disease burden, and political order that concludes that there is simply no way that health care for the world's rural, poor, and minority populations can equal health care for its urban, wealthy, and white. In the context of tribal health systems,
N U M B E R 2 Health and Human Rights Journal this translates to an expectation that we (as Americans, as a federal government, or as local health systems) simply lack the resources to systematically redress health inequities across Native America. Working for a tribal health system in Alaska, we have come to appreciate this concept for several reasons. First, 'scarcity' acknowledges the basic reality of resource poverty. For tribal health workers, it is generally not unwarranted to make claims about an actual, material shortage of the resources needed to provide perfect-or even very good-care. 22 Second, it relates this status to a field of beliefs and ideas that, though reflective of material reality, are fundamentally social in nature. 'Socialization' implies that notions of scarcity are acquired, un-tame, unfixed-and therefore modifiable. Socialization is an event, albeit a subtle one, that allows for the maintenance of a state of affairs through the twin vehicles of narrative and expectation. It comes to rest in the minds of those engaged with problems of inequity, as both an anesthetic to suffering and a barrier to broad and systemic change.
So the question arises: Is it possible to disrupt the socialization of tribal health care workers, policymakers, and community stakeholders to resource-poor health care infrastructure, enduring health disparities, and a lower standard of care for American Indians and Alaska Natives? And is it possible to disrupt the expectation on behalf of the American public that these disparities are inevitable, immovable, and allowed?
Social determinants of health shape enduring American Indian health disparities AIAN health disparities have persisted across 500 years of colonial history and into contemporary American life, although the kinds of illness experienced have changed significantly over time. 23 Replacing infectious disease epidemics are rates of suicide, diabetes, cardiovascular disease, substance use disorders, and cancer in present-day AIAN communities that far exceed US averages. 24 Witnessed against both this history and contemporary economic and political realities, it is difficult to contest that social forces shape the distribution and burden of disease. 25 This highlights one central argument of this paper: that although AIAN health disparities are ubiquitous and well-discussed, their solutions have not commonly been brought to light within analytic frameworks that make explicit, meaningful, and convincing linkages between social determinants of health and the AIAN right to health. Work that does acknowledge these connections, though valuable, tends often toward historicized notions of social causation that fail to draw attention to the concrete and immediate social, political, and economic conditions of life in Native America-and the human rights these conditions fail to realize. 26 Rittel and Webber hypothesized that when dealing with inherently ambiguous social problems, "The choice of explanation determines the nature of the problem's resolution"; that is, an intimate and morally charged relationship exists between defining a problem and invoking its solution. 27 Bearing witness to inequalities in the distribution and burden of disease, we invoke explanations with real-world consequence-be they providence, social agency, or simply inadequate health care.
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The explanatory models invoked in making sense of health disparities direct and conscribe the strategies elected for their remediation, garnering public attention (or not), mobilizing resources (or not), selecting the level and type interventions (or not), and placing blame (or not) based on models of health and illness rooted in various social expectations. As medical historian David Jones writes: [Health] 29 'Social determinants of health' (SDH) is a broad and amorphous concept-and the fields of social medicine, social epidemiology, public health, and medicine have suffered for lack of a shared framework to advance a health equity agenda through l. trout, c. kramer, and l. fischer / Human Rights and the Social Determinants of Health, 19-30 30 In the United States, the term has often been associated with notions of social agency and personal choice instead of broader social and structural drivers of health. 31 A core contention of SMP is that these levels of analysis-the proximate or behavioral, historical, and structural-are intimately and inherently connected, and that effective interventions can be structured across multiple levels of social causation. For example, alcohol abuse is often stereotyped as a social determinant of American Indian health, yet the morbific social and historical contexts that give rise to alcoholism-the intergenerational impacts of structural violence, poverty, and cultural genocide, perhaps-are more rarely cited in meaningful, actionable terms. 32 Conversely, colonialism itself is often and rightly indexed as a social force shaping the inequitable burden of disease in Indigenous communities. 33 This has brought much-needed focus to the movements of power and privilege through history, and has yielded important analytic frameworks for understanding and representing subjugation, marginalization, and simply human evil. Yet colonization as a historicized event can easily shift focus away from the enduring inequities and dispossessions that characterize contemporary AIAN life. Similarly, culture and its loss has become a highly pressurized trope in framing AIAN health disparities. Within this imaginary, culture also becomes (again, rightly) relevant as a factor touching more or less every dimension of health and health care. 34 As with colonialism, though, this treatment can obscure a more situated "materiality of the social," that is, notions of culture that encompass political economy and history alongside the better-known idioms of social life. 35 In the context of academic preoccupations with Indigenous distress in postcolonial and trauma theory, care must be taken to situate theory within meaningful, locally engaged, and actionable frameworks that direct attention and resources toward the real and immediate social contexts of contemporary life. 37 American Indians and Alaska Natives have been among the more convincing scholars to understand and articulate how specific social forces shape health outcomes. 38 Additionally, Native communities have begun to occupy increasingly sovereign roles as administrators of their own health services. 39 This opens up a wide space for innovation in tribal health care that foregrounds the local social context of health disparities, outcomes, and care delivery, and which promotes action across multiple strata of social determinants of health. 40 This, we suggest, will be a central concern in the coming decades of AIAN health policy: to define problems and elect strategies for their remediation based on thorough, multidisciplinary biosocial analysis that links broader understandings of human experience and action to health systems and care. In other words, social medicine.
Maniilaq Social Medicine Program (SMP)
Envisioned in 2015 and formally inaugurated by Northwest Alaska's regional tribal health organization in January 2017, SMP forwards an advocacy and equity agenda in tribal, health, and social services to promote the Alaska Native right to health. SMP's mission is to wed regional health care delivery to an actionable equity plan by building strong, sustainable, and scalable systems of care grounded in social medicine theory and practice. Within the context of Northwest Alaska, the region
N U M B E R 2 Health and Human Rights Journal discussed in the rest of this paper, SMP has proven an effective platform for organizing resources to address the social determinants of health on several levels. By linking tribal health care delivery to the global right to health movement, SMP has grown in two years from an unstaffed, unfunded concept to an impactful program operating across clinical, education, policy, and research divisions. The remainder of this paper documents SMP's early efforts and highlights scalable strategies for other health systems facing health disparities borne of social inequity.
Regional context
Maniilaq Association is the sole health care and social services provider for 12 circumpolar Inupiat (Alaska Native) villages spread across 38,000 square miles of the Alaskan Arctic (See Figure 1) . A vibrant subsistence culture has carried Inupiat through 10,000 years of Northwest Alaska residence, through a century of colonial settlement, and into the fold of modern American life-where life remains deeply rooted to this heritage. Communities settled at the sites of mandatory mission schools throughout the 20 th century are now sites of year-round residence, organized as independent tribes with (in most cases) additional city and borough governance. In contrast to American Indians in the 'Lower 48' contiguous United States, few reservations were established in Alaska, and none in the Northwest reaches of the state. Instead, the Alaska Native Claims Settlement Act, signed into law by President Nixon in 1971, established for-profit corporations out of tribal entities, conceding cash payouts and 40 million acres of land claims with the stipulation that the settlement be administered through this corporate structure. 41 Within this broader framework for self-determined corporate leadership, the Alaska Tribal Health Compact established with the Indian Health Service fostered a number of nonprofit entities across the state, which assumed responsibility for regional administration of health services. 42 Maniilaq Association has assumed these responsibilities since the early 1970s. Increasingly, some tribes in the Lower 48 have followed suit.
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A full account of historical, social, and political forces shaping the health and health care of Inupiat far exceeds the scope of this paper, yet several critical elements bear mention. Colonization of the Alaskan Arctic must be understood as a recent development within a regional history over 10 millennia old; similarly, colonialism in this context must be understood as a contemporary social force continuing to play out in the day-to-day existence of Alaska Natives and the social, political, and health care systems that shape their worlds. 44 Missionary settlement of Northwest Alaska began in earnest in the last years of the 19 th century, with forced settlement at the sites of mission schools occurring over the following decades. 45 Health, education, and human services infrastructure was developed in multiple, rapid waves throughout the 20 th century, invoking both welfare colonial logic and responding to real and pressing health needs. 46 An expressly assimilationist agenda saw physical and cultural violence become colonial mainstays of Alaska Native communities through forced residential schooling, imposed political systems, and profound revisions to livelihoods, family structures, and cultural life. 47 Within this context, unprecedentedly steep grades of social inequality were accompanied by new health care infrastructure, significant improvements in average life expectancy, and rising rates of suicide, cancer, chronic liver disease, and cardiovascular disease. 48 Economic development, though rapid and impactful, has not been inclusive or evenly distributed between individuals and families or across communities, and has been heavily predicated on the extraction of natural resources. Of the 12 villages served by Maniilaq Association, seven have recently been listed as distressed communities by the Federal Denali Commission, indexing severe economic hardship. 49 Unemployment, though an unreliable indicator for subsistence economies, is approximately four times the national average. 50 A quarter of the population lives below the federal poverty level, a figure double that of the US white population. 51 While significant gains were seen in average life expectancy throughout the 20 th century, Alaska Natives today have higher rates than US whites for nine of the 10 leading causes of death (cancer, heart disease, unintentional injuries, suicide, chronic obstructive pulmonary disease, cerebrovascular disease, chronic liver disease, pneumonia/influenza, and alcohol abuse), with an age-adjusted cancer mortality rate 80% higher than that of US whites. 52 The suicide rate among Alaska Native males ages 15-24 is approximately eight times that of US white peers. 53 Economic development, climate change, and tactical assimilation have applied a wide range of competing structural forces within Inupiat communities. 54 To take one example, contradictory pressures to enter the wage labor economy or to continue traditional subsistence practice are mediated by an exceptionally high cost of food, limited educational and employment opportunities, rapid environmental change, exploitation of natural resources impacting subsistence foods availability, and public moral stands against the ongoing structural pressures of colonialism. 55 Dependence on subsistence foods relates on each of these levels to both culture and economy. 56 In a region where rapid social change and culture loss are indexed locally as drivers of poor health, subsistence practice retains incredible power as an anchor to shared cultural life. In addition, availability of fresh foods is limited throughout the region; where supply exists, extreme cost further limits access. Yet existing outside of a wage labor economy has grown increasingly difficult. Cost of living is higher than in many major US cities, and social and climate change place significant barriers to subsistence practice. This one facet among many in which highly pressurized, competing forces vie to define the Arctic's future.
Planning the Maniilaq Social Medicine Program
In creating SMP, Maniilaq aimed to create a re-
N U M B E R 2 Health and Human Rights Journal gional community of practice which foregrounds the lived, local social context of health disparities, outcomes, and care delivery, and which promotes action across multiple strata of social determinants of health. 57 The program serves as a vehicle for long-term planning, policy, education, clinical care, research, and community advocacy by collaborating with local agencies and stakeholders, developing academic and clinical partnerships, and integrating tribal and social services into the regional primary care system. SMP applies a human rights framework to action on social determinants of health by organizing services around a preferential option for those without ready access to care; by organizing its priorities and strategy around an equity plan, taking for granted that the same standards of health and health care apply to rural Alaska Natives as anyone else; and by seeking to bring tribal health care delivery into the fold of the broader global right to health movement by working with activists, academic and clinical partners, and policymakers working at the intersection of health and human rights. The program's four key divisions are highlighted in the following sections.
Clinical practice: Addressing social determinants of health through primary care
SMP's initial mandate from its board of directors was to create an integrated primary care system linking social, tribal government, behavioral health, and general medical services. In organizing our early efforts, we drew on Diderichsen's model of the social production of disease, later adopted by WHO as a framework for action on social determinants of health. 58 This framework posits that social stratification fosters differential exposure to conditions that impact health, differential vulnerability to those conditions based on material and social resources, and differential consequences of injury and disease based on access to health care, material support, and other socially determined factors. In addition, poor health circularly propagates social inequality by reducing economic security, mobility, and access to social supports. Therefore, primary care systems that address the proximate social determinants of health help to shape a world where the distribution of these causes is more just. Conversely, addressing the social causes of health fundamentally requires addressing the social causes of their distribution by redressing (for example, through SMP's policy vehicles) larger structures of inequity that both produce and are propagated by poor health.
To fund its early work, SMP applied for and received several federal grants to support care system planning, infrastructure development, and service expansion. In 2017 and 2018, Maniilaq Health Center created three new clinical roles, deemed social medicine counselors, in its outpatient and women's health clinics. Operating as integrated members of the primary health care team, these health workers address a wide range of social needs through emergency assistance programs, housing and food subsidies, education and job training, Medicaid assistance, tribal doctors, legal counsel, a traditional foods program, chore support and transportation for elders, nutrition and diabetes counseling, childcare assistance, tobacco cessation programs, tribal vocational rehabilitation, disability services, and other key social programs. As licensed clinical social workers, the social medicine counseling team also serves to improve access to mental health care, focusing in particular on expectant mothers, infants and children, and medically complex patients with behavioral health comorbidities.
Clinical partnership
Health professional shortages across rural America are well remarked-upon, and numerous federal programs have been built to address this problem. 59 Less thoroughly investigated is the concrete impact on health outcomes wrought by high turnover, chronic understaffing, poor continuity of care, and limited resources for complex care management in rural tribal health systems. Sustainable staffing models are an urgent need in Indian Health Service facilities and tribally operated health care organizations, and were noted as a high priority by Maniilaq leadership.
To address the primary care workforce itself as a social determinant of health, SMP established a clinical partnership with the Massachusetts General Hospital (MGH) Fellowship Program in Rural 60 Grand rounds bring tribal, health, and social service workers together for monthly meetings in which a range of social medicine topics are used to drive health planning, focused on priority health disparity areas. In addition to its local utility, the program aims to demonstrate a scalable process model for moving social medicine education beyond the preclinical curriculum into practice, policy, and health systems, and for building and leveraging shared training infrastructure with academic partners to increase the capacity of rural health centers.
The second program, Project ECHO, is a case-based tele-mentoring program directed at building capacity among rural primary care providers to deliver best practice specialty care in community settings. Developed by Sanjeev Aurora at the University of New Mexico Health Sciences Center, the model links specialist teams with local clinicians through videoconference-based clinics, in which brief didactic presentations and longer case-based discussions are used to support clinical mentorship, guided and reflective practice, and practical gains in knowledge. 61 The first SMP clinic is focused on psychiatry and addiction medicine in rural Alaska, with a particular focus on culture, resilience, and social determinants of mental health. The core faculty for the inaugural clinic includes a local community health worker (Tanya Kirk), a medical anthropologist and psychiatrist (Arthur Kleinman), and an Alaskan clinical psychiatrist (Mark Erickson).
Policy division: Engaging community experts to forward the right to health
A central premise of SMP is that health-impacting polices should be authored by and for their beneficiaries, and that effective community governance is at the heart of responsive health care systems. SMP works with a range of local, regional, and national organizations (regional corporations, academic health systems, local and state politicians, village wellness coalitions, tribal governments) and community stakeholders to shape strategy, and to promote broader social policies that advance the right to health. Practical and conceptual frameworks from global health and social medicine have bolstered many of these efforts. For example, the concepts of accompaniment, structural violence, social suffering, and structural barriers to care-each of which emerged at the intersection of global health and human rights-have informed many policy decisions and programming efforts at SMP. For example, the concept of accompaniment has guided the development of practice guidelines for regional community health worker programs, and identifying and reducing structural barriers to care has been a core project of the social medicine counseling staff. These frameworks have also proven useful in staking out and articulating policy positions that advance health and social rights.
One of SMP's primary non-clinical collabo-
N U M B E R 2 Health and Human Rights Journal rations is with Maniilaq Wellness, a village-based program utilizing the framework of decoloniality to promote cultural, social, and physical wellness. The two programs work together to advance a framework similar to Amartya Sen's capability approach, which holds that human development can be supported through initiatives that remove social and structural obstacles to realizing basic human freedoms, agency, and health. 62 SMP and Maniilaq Wellness host learning circles to engage community members as health planners, discuss and develop community protective factors, promote culture as prevention, and develop strategies for addressing social determinants of health.
Research division: Driving a tribally governed health research agenda
A persistent challenge in tribal health care delivery is the lack of research evidence to guide policy decisions. While it is true that American Indian and Alaska Native communities are often geographically distant from universities and academic medical centers where such projects are often housed, there is also a history of extractive research with little tangible benefit for participating communities, and in the worst cases, unethical medical experimentation on American Indians. 67 Mistrust of researchers is justifiably common, though the need for research agendas responsive to local need is also acute.
Tribal entities have responded in some cases by establishing forms of review boards and other processes for governing health research. Maniilaq Association has navigated this terrain through its governing board, comprised of elected representatives from each of the 12 service area tribes. This board reviews and makes decisions on all research proposals, processes, and publications. Consequently, it has produced a large volume of health research through university and health center partnerships.
SMP has expanded the scope of the Maniilaq research program through collaboration with partners at Harvard Medical School and MGH, ongoing partnerships with the University of Massachusetts-Amherst, and by supporting an active cohort of co-researchers in Northwest Alaska. Where possible, the framework of community-based participatory research has been employed to lateralize research authority and gear efforts toward catalytic validity. 63 This methodology reframes research as a local and participatory process, and acknowledges the shortcomings of traditional research methods in Indigenous communities, including failure to meaningfully account for the local delivery context when designing programs and interventions, the marginalization of Indigenous voices and knowledge, and the perpetuation of power imbalances between researchers and participants. 64 SMP's research agenda aims to create longterm partnerships that drive knowledge production directed at action of specific, measurable utility, focused on mobilizing health systems and other community supports to reduce health disparities by addressing the social determinants of health. In this sense, the SMP's efforts center on creating an evidence base for the indivisibility of social, economic, and cultural rights, and the right to health. Active studies in 2018 include community-level outcomes from a suicide prevention intervention, provider practice pattern outcomes tied to SMP's clinical education programs, and service utilization and health outcomes related to the integrated primary care model. Each project is designed with clinical and programmatic quality improvement efforts in mind, and is meant to translate to meaningful recommendations to improve regional services.
Conclusion
The need is great to shape local and national platforms for advocacy and activism to promote the AIAN right to health; to develop research programs linking social, economic, and cultural rights to the right to health; and to build capacity within primary care systems to address the social determinants of health as part of the basic purview of care. The community-based/academic-partnered SMP approach weds local knowledge and experience to the clinical and training infrastructure, resources, and reach of a leading academic medical center, and serves to link diverse perspectives on human health to a unified equity program in Alaska Native communities. Social medicine itself as a moral and intellectual scaffolding for this work suggests a blending of perspectives from community stakeholders, social science, public health, and clinical medicine, and prioritizes both a preferential option for the marginalized and a focus on the ways in which SDH frameworks can inform care. The history of the AIAN right to health can serve as a point of leverage to increase public awareness and policy action to promote AIAN health equity. It may also serve as a meaningful case study for those working to realize this right in other contexts. Unfortunately, this history also demonstrates that a number of steps follow the establishment of a state-conferred right to health, not the least of which is making a case for research, policy, and clinical care to address the social determinants of health. Though a small-scale effort, we hope that the Maniilaq Social Medicine Program can contribute on both conceptual and practical levels to the critical intersection of social determinants, human rights, and health.
